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F 241( 483.15(a) DIGNITY AND RESPECT OF Preparation and/or execution of this Plan
$5=0| INDIVIDUALITY of Correction does not constitute an
. . . admission or ement by | Hall
The facility must promote care for residents in a ',ssm agre y :y P
manner and In an environment that maintains or Nursing Home of the truth of the facts
enhances each resident's dignity and respect In alleged or conclusions set forth in the
fullrecognition of his or her individuality. statement of deficiencies. vy Hali
Nursing Home files this Plan of
This REQUIREMENT is not met as evidenced Correction solely because it is required to
%YI § € tacil | I do so for continued state licensure as a
ased on review of facility policy, medical record ;
review, observation, and interview, the facility hea[jd? |l:are. provider . and/or .fo_r
failed to provide a privacy cover fora urinary participation in the Medicare/Medicaid
drainage bag for 1 resident of 5 residents program. The facility does not admit
reviewed. that any deficiency existed prior to, at
The findings Included: the time of, or after the survey. The
facility reserves all rights to contest the
;ﬁ‘:ew Of{EISIlitytEOIlcfiiy,_Cathett)er Qaze. F?Vis{?ld survey findings through informal dispute
revealed ".. the drainage bag is to storedin a ;
privacy cover..” resolutien, formal appeal and any other
applicable legal or administrative
Medical record review revealed Resident #6 was proceedings. This Plan of Correction
admitted on 3/4/15 with diagnoses including hould not be tak tablishi
Altered Mental Status, Acute Respiratory Failure, snou’c not be taken as es a_ .Is 8 afw
Dementia, and a Pressure Ulcer. standard of care, and the facility submits
that the actions taken by or in response
OfElSer\.’ation 0n6!1.5f‘15 at7-?OAM, onthe C to the survey ﬁndings far exceed the
Wing Hallway outside the resident's room and tandard of This d tis not
visible frorn the hallway, revealed a urinary standarc of care. This document is no
catheter coflection bag with yellow colored urine intended to waive any defense, legal or
attached to the bedframe without a privacy cover. equitable, in administrative, civil or
Interview with the Director of Nursing on 6/15/15 criminal proceedings.
at 7:45 AM, on the C Wing Hallway outside the
resident's room, confirmed the facility failed to
provide a privacy cover for the urinary catheter
bag.
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The facility must establish and maintain an
Infection Cantrol Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, contrals, and prevents infections
in the faciiity;

{2} Decides what procedures, such as Isolation,
should be applied to anindividual resident; and
(3) Maintains a record of Incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection -(1)
When the Infection Control Program determines
that aresident needs isolation to prevent the
spread of infection, the facility must isolate the
resident,

(2) Thefacility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will ransmit the disease.

(3} The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is Indicated by accepted
professional practice.

(¢) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICUA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING COMPLETED
445469 B.WING 06/17/2015
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS,CITY,STATE,ZIP CODE
301 WATAUGA AVE
IVY HALL NURSING HOME ELIZABETHTON,TN 37643
41D SUMMARY STATEMENT OF DEFICIENCIES {EACH ID PROVIDER'S PLAN OF CORRECTION (EAGH (X5)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)
F 441| Continued From page 1 F241 F241 _ ]
$5=D| SPREAD. LINENS Corrective Actions for Targeted
' Residents

A privacy cover was placed on Resident
#6’s urinary drainage bag by the DON
immediately after being made aware of
this issue on 6/15/15,

Identification of Other Residents with
Potential to be Affected
Residents with wurinary catheters in
place have the potential to be affected
by this practice. Facility residents with
urinary cathetersin place were checked
by treatment nurse on 6/15/15 to
privacy covers were in place over
ensure drainage bags, per facility policy.
All were in compliance. Education was
initiated on 6/15/15 by DON for staff
on duty regarding the need to ensure
residents with urinary catheters in
place have a privacy cover over the

drainage bag, per facility policy.

Systematic Changes
Staff Meeting was conducted on

6/19/15 by DON for Nursing Staff
regarding the need to ensure residents

with a urinary catheter in place have a
privacy cover over the drainage bag, per
facility policy.
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by:

The findings Included:

contact with a resident.."

eating..."

This REQUIREMENT is not met as evidenced

Based on review of facility policy, cbservation,
and interview, the facility failed to utilize proper
hand washing In between resident care for 3
residents on 1 hallway of & hallways observed
and to preventthe spread of cross contamination
with unlabeled hair combs and brushes for2 of 7
shower rooms observed. -

Review of facility policy, Hand Washing, revised
9/08 revealed ".,.alt employees shall utilize proper
hand washing.. before .. serving food.. .after

Review of facility policy, Infection Control, revised
7/14 revealed ".. proper hand washing.. before
and after providing Resident care, prior to

Observation of Certified Nursing Assistant (CNA)
#1 on 6/15/15 from 7:45 AM to 7:55 AM, on the C
Wing Hallway, during breakfast service revealed
tne foliowing: CNA#1 entered a resident's room
with a breakfast tray, cut up the food, touched the
scrub top, touched the top of the hair, exited the
room without washing the hands, entered another
resident's room, picked up a walker and placed it
in front of the resident, exited the room without
washing the hands, retrieved another tray, poured
coffee, placed a lid on the coffee cup, entered a
third resident’s room, reirfeved the resident's
eyegiasses from a drawer, placed the socks on
the resident, and then cut the foad on the
breakfast fray without washing the hands.

This in-service will be repeated on

7/3/15 by ADON to ensure Nursing Staff
is educated. Newly-hired Nursing Staff
will be educated during their orientation
period by Administrative Staff regarding
the need for a privacy cover to be in
place over the drainage bag for
residents utilizing a urinary catheter, per

F241

facility policy.

Monitoring
A monthly observation audit of privacy

covers being in place over drainage bags
for residents utilizing urinary catheters
will be conducted by DON. The results
of this audit will be presented by DON
to the manthly Quality Assurance
Performance improvement Committee
for review and recommendations until
desired threshold of 100% compliance is
met for three consecutive months; then
quarterly. The QAPI Committee consists
of the Administratoer, Medical Director,
Director of Nursing, Asst. Director of
Nursing, Dietary Manager,
Housekeeping  Supervisor, Medical
Records Coordinator, Social Services
Director, Activities Director, Business
Office Manager, Human Resources
Manager, Maintenance Director and
Rehab Manager and MDS Coordinator. 7/3/15
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the C Wing Hallway confirmed the CNA had not
completed hand washing In between contact with
3 residents and serving breakfast trays.

Interview with the Director of Nursing on 6/15/15
at 8:00 AM, on the C Wing Hallway confirmed the
facility staff failed to utilize proper hand washing
in between resident care.

Observation with CNA#3 on 6/15/15 at 10:35 AM,
of the C Wing Female Shower Room revealed a
basin containing 2 unlabeled hairbrushes with
gray strands of hair.

Observation with CNA#7 on 6/15/15 at 10:50 AM,
in the BWing Shower Room revealed a basin
containing 3 unlabeled combs and 1 unlabeled
hairbrush, all with gray strands of hair.

Interview with the DON on 6/16/15 at 8:05 AM, at
the B Wing nursing station confirmed the facility
failed to follow infection control guidelines for
cross contamination.

483.75())(1) ADMINISTRATION

The facility must provide or obtain laboratory
services to meet the needs of its residents. The
facility is responsible for the quality and timeliness
of the services.

This REQUIREMENT s not met as evidenced
by:

Based on medical record review and interview,
the facility failed to obtain a taboratory lest as
ordered by the physician for 1 resident #72) of 34
residents reviewed.

CNA #1 was counseled immediately on
6/15/15 by DON regarding the need for
proper hand washing between resident-
care, per facility policy.

Unlabeled combs and hair brushes were
removed from the Shower Rooms on
Wing B and Wing C on 6/15/15 by CNA to
prevent cross centamination.

Identification of Other Residents with
Potential to be Affected
Current residents have the potential to
be affected by this practice. Education
regarding proper hand washing between
resident-care and labeling of combs and
hair  brushes to prevent cross
contamination was initiated for Nursing
Staff by DON on 6/15/i5. Staff was
educated at this time to return all
residents” persanal items to their rooms
after a shower.
Systematic Changes

Staff Meeting was conducted on 6/19/15
by DON for Nursing Staff regarding the
need for proper hand washing between
resident care, per facility policy. This in-
service also addressed the need to labal
combs and hair brushes with residents’
names to prevent cross contamination.
Staff was educated to return all
residents” persconal items to their rooms
after a shower.

VY HALL NURSING HOME ELIZABETHTON. TN 37643
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.| Thefindings included:

Medical record review revealed Resident #72 was
admitted to the facifity on 12/23/14 with diagnoses
Including Depression, Dyspnea, Gastritis,
Congestive Heart Failure, and Vascular
Bementia.

Medicalrecord review of a Physician's Order
dated 2/4/15 revealed "...BMP [Basic Metabolic
Panel] in 2 wks fweeks]..."

Medical record review revealed no documentation
the BMP had been completed on 2/18/15.

Interview with the Director of Nursing on 6/16/15
at 2:20 PM, in the conference room confirmed the
BMP had not been obtained as ordered by the
physician.

This in-service will be repeated on 7/3/15
by ADON to ensure Nursing Staff is
educated. Newly-hired Nursing Staff will
be eaducated by Administrative Staff
during their orientation period regarding
the need to perform proper hand
washing between resident-care, per
facility policy. Orientation education will
also include the need to label combs and
hair brushes with residents’ names and
to return all personal items to residents’
rooms after a shower, to prevent cross
contamination.

Monitoring

A monthly audit will be conducted by
CCN to cbserve Nursing Staff performing
proper hand washing between resident-
care, per facility policy. A monthly audit
of facility shower rooms will be
canducted by DON to ensure there are
no unidentified personal items such as
combs and hair brushes present, to
prevent cross contamination. The results
of these audits will be presented by DON
to the monthly Quality Assurance
Performance Improvement Committee
for review and recommendations until
desired threshold of 100% has been met
for three consecutive manths; then
quarterly. Cont...
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2015, atlvy H%ing Home. No deficiencies ministrator, Medical Director, Director
were cited underCh pter 1200-8-6, Standards for of Nursing, Asst. Director of Nursing,
Nursing Homes, Dietary Manager, Housekeeping
/ Supervisar, Medical Records
Coordinator, Social Services Director,
Activities Director, Business Office
Manager, Human Resources Manager,
Maintenance Director and Rehab 7-3-15
Manager and MDS Ccordinator.
F502 F502-
Corrective Actions for Targeted

Y A

Residents

A Basic Metabolic Panel was obtained for
Resident #72 on 6/17/15. Results were
reviewed by Resident #72's physician the
same day with no new orders received.

Identification of Other Residents with
Potentiz| to be Affected
Residents receiving facility lahoratory
services have the potential to be
affected by this practice. Upon
investigation, Resident # 72’s BMP was
scheduled to be drawn on 2/18/15 as
ordered. Facility failed to transcribe the
BMP onto the laboratory requisition for
the phlebotomist. Scheduled laboratory
tests since 2/18/15 will be audited hy
DON to ensure aill lab tests ordered by
the physician were obtained. This will be

completed by July 10, 2015,
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Systematic Changes
Staff Meeting was conducted on 6/19/15

by DON for Nursing Staff regarding the
need to obtain all labaratary tests ordered
by facility residents’ physicians, This in-
service was repeated on 6/29/15 hy
ADON to ensure Nursing Staff s educated.
Newly-hired MNursing Staff will he
educated by Administrative Staff during
their orientation period regarding the
need to obtain all Isboratory tests
ardered by the residents’ physicians.
Beginning 6/17/15 all iaboratory orders
are now reviewed by the MDS Nurse daily
to ensure the test is  scheduled
correctly. MDS Nurse will then follow-up
daily to verify that Ilaboratory tests
ordered for each day were obtained and
results received by the facility, Facility has
the capability to view and print laboratory
results. RN Supervisor will conduct this
pracess on the weekends,

Monitoring
MDS Nurse will conduct a monthly audit

of laboratory tests being obtained as
ordered by the physician. The results of
this audit will be presented by MDS
Nurse to the monthly Quality Assurance
Performance Improvement Committee
for review and recommendations until
desired threshold of 100% compliance is
met for three consecutive manths; then
guarterly,
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The QAPI Committee consists of the
Administrator, Medical Director, Director
of Nursing, Asst. Director of Nursing,
Dietary Manager, Housekeeping
Supervisor, Medical Records Coordinator,
Sacial Services Director, Activities
Director, Business Office Manager,
Human Resources Manager,
Maintenance Director and Rehab

Manager and MDS Coordinatar.
g 7-10-15

K9999| FINAL OBSERVATI K9959

During the Life/Safety portion of the initial
certification su onducted on June 16, 2015,
no deficiencie ited under 42 CFRPART
4833, Requirements for Degg Term Care for

building 1.
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ays followi e date these documents are made available to the facility. If deficiencies are cited, an approved plan of comrection is requisite to continued
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